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Foreword
PAUL DEEMER
HEAD OF DIVERSITY AND INCLUSION – 
NHS EMPLOYERS 
The involvement of NHS Employers in this 
research project led by Dr Héliot was both 
very natural – but also very challenging. It was 
natural in the sense that the NHS has often 
been referred to as having the same passion 
and devoted following amongst the UK public 
as many religions. Now in its eighth decade, the 
NHS has a place in the hearts of many of the 
country’s generations. And its core principle of 
providing free health and care services to all at 
the point of need, regardless of income, status, 
background or any other factor, is one that 
resonates with so many of our world religions. 
At the same time, we knew that a research 
project focused on religion in the workplace 
was always going to be potentially controversial 
because it is not an area that has been studied 
to any great degree. Nevertheless, we felt it 
important to be bold and ambitious and to see 
whether we could perhaps use the lens of belief 
(and indeed non-belief) to give us a different 
perspective on the modern workplace. 
In this respect I believe this work has opened 
up doors and posed questions that we need to 
consider. I also believe that now is the perfect 
time for the NHS and the human resources 
profession in particular to be asking these 
questions and opening these doors as we 
enter a new chapter of the NHS’s evolution 
with the pending publication of a national NHS 
People Plan. This plan is designed to set out 
a roadmap for how we move towards 21st 
century workplaces and working environments 
in which employees not only feel properly 
rewarded and recognised for their skills and 
caring, but also bring their whole selves to work. 
The ultimate ambition of the plan is to create 
working environments and workplaces where 
employees do not feel the need to hide or mask 
any aspects of their being, whether that be 
their belief, their non-belief, their sexuality, their 
disability or anything else. 
Against this backdrop, I and NHS Employers 
are delighted to offer you this rich and insightful 
piece of research – and to ask you to use 
the questions that it raises as a catalyst for 
meaningful conversations about how you can 
create workplaces and working environments 
where your managers are compassionate and 
your staff are genuinely valued. 
FOREWORD
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Foreword
JAGTAR SINGH
CHAIR, COVENTRY AND WARWICK 
PARTNERSHIP NHS TRUST 
As a former firefighter, senior leader within the 
fire service and most recently as chair of the re-
view of the healthcare chaplaincy guidelines led 
by NHS Employers, I have had a long connection 
with exploring and dealing with issues governing 
faith and belief within the context of the work-
place. 
I have followed this project closely and it has felt 
like one big fascinating conversation amongst 
staff in the NHS willing to give their time to share 
their insights and expertise. This conversation 
has highlighted so many interrelated angles for 
the NHS to consider, but I would like to highlight 
three in particular: 
Firstly, staff with faith and belief spend time 
manoeuvring and making micro-compromises 
to allow them to combine their work duties and 
practise their faith or belief. In doing so we have 
heard how staff from diverse backgrounds work 
together to support each other. This should be 
welcomed and celebrated through case studies 
and events.
Secondly, having line managed staff for over 30 
years, it never ceases to amaze me what staff 
don’t tell you about their background. It still feels 
odd to many not to share the importance of their 
faith and how this plays a key role as a person. 
For me it is all about dialogue and both HR and 
line managers have a key role as facilitators of 
conversations and helping developing trust. 
Thirdly, when you have conversations with staff 
from diverse faiths, beliefs and no belief, you 
realise they have so much in common. Yet we 
like to put people in little boxes. 
We need to build on what we know about staff 
through dialogue and build a coalition of staff 
from diverse belief backgrounds to look at ways 
of influencing the employment relationship, 
policy and practice.
Finally, I welcome this report’s conclusions and 
encourage key players across the NHS system 
to implement the recommendations and support 
further research and practice to understand 
even more how faith and belief plays a key role 
in many of the lives of staff working in the NHS. 
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Executive Summary
PURPOSE
Despite recognition of religious identity as 
a key diversity issue in organisations and a 
protected characteristic in the Equality Act 2010, 
little research has, to date, investigated the 
intersection of religion and the workplace. The 
majority representation of the NHS workforce 
are from minority groups who are religiously 
affiliated. The 2015 NHS chaplaincy guidelines 
specifically make a distinction between pastoral, 
spiritual and religious care which all fall under 
the umbrella concept of chaplaincy. Under the 
Equality Act 2010, religion and belief is a protected 
characteristic, where religion means any religion 
and includes a reference to a lack of religion; 
belief means any religious or philosophical belief 
and includes a reference to a lack of belief.  This 
report, commissioned by NHS Employers, sets out 
to explore the relationship of religious identity and 
working in the NHS. 
In recent years, the media has highlighted cases 
in which NHS employees have argued that their 
religious beliefs and commitments rendered 
it inappropriate for them to perform some 
occupational duties.  A 2015 King’s Fund report 
of NHS staff reported discrimination on the basis 
of religion is highest among Muslims (8 per cent), 
followed by those of other religions (1.9 per cent, 
not including Christians, Muslims and Hindus), 
Hindus (1.3 per cent), Christians (0.4 per cent) and 
staff of no religion (0.2 per cent) (West, Dawson, 
& Kaur, 2015).  In 2013, two Catholic midwives in 
Glasgow won a legal case which gave them the 
right not to supervise staff involved in pregnancy 
terminations. In 2019, an NHS nurse who offered 
a bible to a cancer patient was terminated for 
‘religious fervour’.  Such cases raise questions 
relevant to organisational practice and functioning 
concerning the relationship between employees’ 
occupational identities, ie those dimensions of self 
that are derived from membership of a profession 
and/or organisation, and religious identities in 
cases where religious identity is a relevant part of 
employees’ conceptualisation of self. 
Similarly, all religious, minority faith, belief, 
non-religious and non-belief groups seek 
meaning, purpose and a sense of who we are. 
Psychologically this may be understood in terms of 
self-actualisation – the desire to reach one’s highest 
potential and find fulfilment (Maslow, 1943). These 
internalised meanings guide behaviour and can 
profoundly affect how employees do their jobs.  
According to the NHS Staff Survey in 2014, nearly 
70 per cent of the NHS workforce is religiously 
affiliated, suggesting that a large segment of the 
workforce identifies with a religion. 
Specifically, this raises questions about whether 
religious and occupational identities can be 
compatible or incompatible. For example, 
compatibility may exist where a healthcare worker 
derives motivation for their occupational role from 
religious values such as compassion for and care 
of the other. While incompatibility can exist where 
religious identity may make demands that can lead 
to avoidance of some occupational requirements.
SCOPE
This report is an analysis of a systematic review 
of the past 30 years (1989-2019) of research into 
religious identity in the NHS, drawing from a focus 
group of NHS doctors, chaplains, HR managers, 
and a workshop of a diverse NHS staff members. 
The analysis sought to answer the following four 
key questions:
1a. In what situations are religious and occupational 
identities compatible? 
1b. In what situations are religious and 
occupational identities incompatible? 
2. What are the current HR policies and practices 
in place to help manage religious identity in the 
NHS?
3. What can the NHS learn from current HR 
practices in trusts in managing religious identity?
4. What should be considered to support HR 
practice and religious identity within the NHS?
EXECUTIVE SUMMARY
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KEY FINDINGS
Identity and compatibility. 
‘As a chaplain I bring my whole self but as 
a doctor it was impossible almost.’ (NHS 
chaplain, former NHS doctor, 2019)
In situations where individual religious identity 
aligns with job demands; and individual religious 
identity aligns with organisational values such as 
compassion, individuals are able to self-navigate; 
for example, in job roles such as chaplains with 
generic faith and spirituality approaches (e.g. 
Muslim chaplains willing to offer consultation to 
Christian staff); staff are able to separate their work 
self and their religious self; hence, religious identity 
and occupational identity are compatible.  
Identity and incompatibility. 
‘The workplace does actually feel quite 
secular, I am expected to leave my religion at 
home, and I don’t want to.’ (NHS doctor, 2019)
In situations where religious identity and job 
demands clash, the probability for conflict 
increases such as a lack of awareness and faith 
competency; greater tensions between religion 
and belief and protected characteristics (e.g. 
age, gender, race); elevated tensions between 
new religions and faith in the room (e.g. staff hold 
different religions in the same working unit); and 
greater degrees of challenge between religion and 
culture. Hence, an environment in which religious 
identity and occupational identity are incompatible. 
For example, to what extent can the NHS work 
with those staff whose religion requires them 
to evangelise and encourage others to join that 
religion?  There have been cases in some trusts 
where staff members have been intimidated by 
more zealous members of staff who feel they must 
share their faith. 
Current policies and practices. 
‘We are really struggling with morale 
and burnout. I think the values that faith 
organisations could bring are amazing to 
the NHS.’ (NHS doctor, 2019)
Current policies and practices in some trusts 
contribute to the creation of a climate of 
fairness, inclusion and compassion. Examples of 
progressive practices include offering educational 
support programmes (e.g. training, one-off 
courses, supporting resources); clear guidance 
and policy at local and national levels on such 
topics as dress code and the duties and roles of 
the chaplaincy department, and informal faith and 
staff networking, such as promoting activities that 
benefit an external faith organisation. 
What policies and practices can the NHS  
learn from? 
‘And that same consultant I grew under 
immensely, I grew in every way, and that’s 
what happens, when you have that kind of 
holistic approach.’ (NHS doctor, 2019)
The NHS will benefit from religious and faith 
competency training, such as cultivating closer 
and greater awareness and social identity 
development. This either needs to be designed by 
healthcare professionals of faith or co-designed 
with them; inclusive leadership at all levels within 
the context of religious identity (e.g. senior support 
leads to flourishing at work); consistency in policy 
and practice (e.g. experiences vary by trust and 
structure); understanding within HR of the role of 
religion and belief (e.g. need to address religion in 
the context of protected characteristics), and the 
role of the social network (e.g. faith network).
What can the NHS do more of? 
‘I think it´s been about the realisation that it´s not just about physical but also 
emotional, mental health, spiritual, religious… Growing awareness about that could 
really play in staff wellbeing.’  (NHS manager, 2019)
The NHS should establish clear and 
consistent guidance or a framework on 
religious expression; promote closer 
working relationships with representative 
religion and belief bodies; promote equality, 
diversity and inclusion leads; develop HR 
and chaplaincy departments that embrace 
religious and faith competency (e.g. training, 
communications, shared common moral 
value, religion and Equality Act); and promote 
a respectful and holistic approach that refers 
to a comprehensive framework incorporating 
biological, psychological, sociological, and 
spiritual factors (Raffay, Wood & Todd, 2016) 
in creating a new NHS culture that is truly 
inclusive, patient-centred and valued by staff.  
10 
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KEY RECOMMENDATIONS FOR POLICY MAKERS  
AND PRACTITIONERS  
The following recommendations target key 
enablers in the system who could help adopt and 
take forward the key recommendations.
•  The NHS will need to adopt a holistic approach 
in developing strategies to facilitate and promote 
a truly inclusive and respectful work environment 
at all levels across all trusts, including NHS 
England in partnership with: 
 -  NHS Improvement 
 -  NHS Employers
 -  Care Quality Commission
 -  Healthcare Chaplaincy Forum for Pastoral, 
Spiritual and Religious Care forum
 -  Network for Pastoral, Spiritual & Religious 
care
 -  UK Board of Healthcare Chaplaincy
 -  College of Health Care Chaplains
 -  Association of Hospice & Palliative Care 
Chaplains
 -  Equality, Diversity and Inclusion Leads
 -  Faith Equality Working Group.
•  The NHS will need to further develop a clear and 
consistent framework on religious expression.  
•  Consider developing a support mechanism to 
facilitate self-navigating and faith networking 
in the workplace to help employees cope with 
identity conflict, working in partnership with:
 -  Health Education England
 -  Healthcare Chaplaincy Forum for Pastoral, 
Spiritual and Religious Care forum 
 -  Network for Pastoral, Spiritual & Religious 
care (network) 
 -  UK Board of Healthcare Chaplaincy
 -  College of Healthcare Chaplains
 -  Equality, Diversity and Inclusion Leads.
 
The NHS will need to work with individual learning 
and development departments to meaningfully 
implement the following recommendations: 
•  Offer faith competency training with specific 
goals initiated by individuals. This would need 
to be mapped to curriculum competencies, 
appraisals and career progression in order to 
have any traction in the NHS.
•  Inclusive leadership training needs to be 
mandatory with specific goals initiated by 
individuals. 
•  Encourage and support informal faith networks in 
the workplace. 
•  Develop staff networks at the local level. 
•  Celebrate differences in religion and belief. 
•  Establish faith forums for interfaith dialogue at 
the local level.
•  Introduce reverse mentoring programs for 
religious employees to mentor non-religious HR 
employees.
•  Equip frontline managers to build positive and 
inclusive culture at trust level.
•  Build positive identity at individual, team and 
organisational levels. 
•  Encourage conversation between religious and 
non-religious groups. 
•  Foster a respectful NHS culture across the trust.
•  Appoint executive diversity champions to support 
the work of the employee networks and to 
represent them at senior management/board 
level.  
CONCLUSION 
There is a clear and compelling need to foster 
a more inclusive and respectful NHS culture 
consistently across trusts. Careful management 
of religious identity in the workplace entails being 
informed by the law, addressing conflict between 
personal and organisational values, and fostering 
a culture where all religious and belief systems 
can respectfully co-exist.  This is of critical 
importance in promoting psychological safety 
for all staff, which is a key factor in workforce 
wellbeing and effectiveness.
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Introduction
The Religious identity and working in the 
NHS report has been commissioned by NHS 
Employers. 
The National Health Service (NHS) constitution 
of England (Department of Health and Social 
Care, 2015) states: 
The NHS belongs to the people... it is there to 
improve our health and wellbeing, supporting 
us to keep mentally and physically well, to get 
better when we are ill and when we cannot fully 
recover, to stay as well as we can to the end 
of our lives. It works at the limits of Science - 
bringing the highest levels of human knowledge 
and skill to save lives and improve health. It 
touches our lives at times of basic human need, 
when care and compassion are what matter 
most.
The NHS values consist of ‘working together 
for patients; respect and dignity; commitment 
to quality of care; compassion; improving lives; 
and everyone counts’. These key principles and 
values of the NHS echo a core element of the 
NHS strategy that is continuous improvement on 
equality, diversity and inclusion. 
A high proportion of the NHS workforce (70 per 
cent) identifies with a religion. There are also 
a large number of NHS staff who are reluctant 
to disclose their religious identity. At a national 
level, Figure 1 shows the number of permanent 
and fixed-term employees in England and Wales 
at the end of May 2019.  There were 22.47 per 
cent that did not wish to disclose their religion/
belief status, which raises the question as to why 
such reluctance is present.
Religious Belief May-19
Atheism 11.34%
Buddhism 0.53%
Christianity 42.10%
Hinduism 1.91%
I do not wish to disclose my 
religion/belief
22.47%
Islam 3.13%
Jainism 0.05%
Judaism 0.19%
Other 6.51%
Sikhism 0.54%
NULL/BLANK 11.22%
Total 100
(Electronic Staff Record Data Warehouse, 2019)
At the local level, for example, in the Coventry 
and Warwickshire Partnership Trust, 31.4 
per cent of NHS staff were not willing to 
disclose their religious identity (Figure 2). This 
again highlights a puzzling and triggering 
phenomenon as to why NHS staff are reluctant 
to reveal their religious identity in the NHS. To 
date, no research has uncovered a rationale 
explaining the reluctance of staff to provide 
religious identity information. 
INTRODUCTION
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Introduction
Whilst it is important to research into all nine 
protected characteristics (age, race, sex, gender 
reassignment status, disability, religion or belief, 
sexual orientation, marriage and civil partnership 
status, pregnancy and maternity), a review of the 
research evidence indicates that the influence 
of religion or belief has received little attention 
in the literature on diversity practice in the 
workplace, thereby neglecting a profound factor 
influencing individuals’ wellbeing and workplace 
outcomes (Héliot et al., 2019). 
In the NHS, there has been an effort to cultivate 
diversity and inclusion since the Equality 
Act 2010 came into effect and outlined nine 
protected characteristics.  The major focus 
has been around the protected characteristics 
such as LGBT, disability and gender.  However, 
the understanding of religious identity in the 
workplace remains a missing dimension in 
diversity management (Gebert et al., 2014; Héliot 
et al., 2019).  
This report assesses what and how past 
research on religious identity in the NHS 
has affected the management of diversity 
and inclusion.  It does so through three main 
research activities:
First, the research reviews the past 30 years of 
literature on: 
•  understanding the relationships between 
religious identity and occupational identity 
within the NHS (e.g. hospital setting/trust)
•  outlining the current HR practice within the 
NHS (e.g. hospital setting/trust) on diversity 
management 
•  identifying the consequences of current HR 
practice within the NHS (e.g. hospital setting/
trust). 
Second, the use of a focus group which consists 
of different occupational groups and religious 
groups within the NHS (e.g. hospital setting/
trust). The results of the focus group:
•  offer rich insight into how different 
occupational groups and religious groups 
interact within NHS HR frameworks
•  help to identify key issues and gaps. 
Third, administered a workshop which:
•  brought together HR practitioners, NHS 
Employers and other relevant stakeholders to 
discuss the implications of the key findings in 
relation to related HR policies and practice. 
This report is structured into four main 
sections.  First, the methodology is described. 
Second, the findings are presented.  Third, a 
research agenda for the NHS is put forward for 
consideration. Finally, the conclusion is drawn.   
14 
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The methodology used for this report consists 
of a systematic review of 30 years of literature, 
a focus group, and a workshop with diverse 
NHS staff. 
SYSTEMATIC REVIEW 
The methodology of a systematic review 
represents a comprehensive approach to 
reviewing literature (Tranfield, Denyer, & Smart, 
2003). Systematic review methodology is 
useful to draw out ‘what is known’, ‘what is not 
yet known’ and ‘where future research should 
go’ from a body of evidence, helping formulate 
recommendations for research, practice and 
policy-making (Denyer & Tranfield, 2009; 
Petticrew & Roberts, 2006; Tranfield ,Denyer, 
& Smart, 2003). 
The aim of the review is to understand the 
relationship between religious identity and 
occupational identity for employees in the 
NHS.  
This review is guided by four key questions:
1.  How do religious and occupational 
identities interact for employees within 
NHS? 
     a) In what situations are these  
identities compatible? 
     b) In what situations are these  
identities incompatible? 
2.  What are the current HR policies and 
practices in place to help manage 
religious identity in the NHS? For example, 
community of practice, staff networks.
3.  What can the NHS learn from current HR 
practice in trusts in managing religious 
identity?
4.  What should be considered to support HR 
practice and religious identity within the 
NHS? e.g. policy and management changes 
or additions.
Search strings (Table 1) were used in 12 
electronic academic databases. These were: 
Business Source Complete, Web of Science, 
Scopus, Emerald, Centre for Evidence Based 
Management, Psychology Cross Search, 
ASSIA: Applied Social Sciences Index and 
Abstracts, Sociological Abstracts, Medline 
(EBSCO Interface), Cochrane Library, NHS 
Evidence, Pubmed. Grey literature (i.e. 
internet) was also used to identify sources for 
the review. The timeframe for this review is 
1989 to 2019.
METHODOLOGY
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The publications included needed to be in 
English with an abstract or summary available 
on or before March 2019. Most importantly, 
inclusion required relevance to one or more 
of the review questions. Having established 
these criteria, we carried out literature 
searches of the above, resulting in 15,431 
potentially relevant publications. 
All 15,431 publications were reviewed in light 
of the inclusion criteria. All were screened for 
relevance by title, reducing their number to 
342, and then by abstract, further reducing their 
number to 95.  A subsequent evaluation of the 
full text focused on relevance and their quality 
of evidence, by critically appraising them in line 
with published systematic review methodology 
guidance (ie Briner & Denyer, 2012; Rojon 
McDowall, & Saunders, 2011; Rousseau, 
Manning & Denyer, 2008). Finally, this resulted 
in 42 publications that explicitly address one or 
more review questions for the final sample. 
The data was analysed and synthesised 
by following Popay and colleagues’ (2006) 
guidance. First, I grouped together all relevant 
papers according to the review question(s) 
addressed. I then identified key findings or 
hypotheses from the reviewed literature. 
This approach helped identify possible 
relationships across studies and identify gaps 
in the theory and evidence base.
TABLE 1
Search
Search terms (note: the symbol * denotes a wildcard to 
ensure that associated terms are captured)
Rationale/ 
Comments 
Search/Tier 1: 
identity, role
Identi*  OR self  OR role ABSTRACT
Search/Tier 
2:Religion, 
occupation, faith 
AND religi* OR occupat* OR profession* OR faith ABSTRACT
Search/Tier 
3:Conflict, 
complementarity 
AND conflict OR tension OR  ethic*  OR complement* ALL TEXT
Search/Tier 4: 
Diversity
AND HR practice OR diversity OR community of practice 
OR networks OR culture
ALL TEXT
Search/Tier 5: NHS AND NHS OR national health service OR UK OR United 
kingdom  
ALL TEXT
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FOCUS GROUP
In order to gain a more in-depth understanding 
of what and if any hidden factors impacted the 
relationships between being a religious self and 
working in the NHS, I used a qualitative methods 
approach by inviting selected participants 
to in-depth focus groups (Morgan, 1998) to 
illuminate the patterns that emerged from the 
systematic review. The use of a focus group 
was insightful as the participants both query and 
explain themselves to each other (Morgan, 1998). 
Participants were purposefully sampled based on 
their occupational and religious diversity. They 
were recruited by email through NHS Employers’ 
networks. The invitation was emailed to NHS staff 
in the London area for geographical convenience 
reasons and six staff participated.  
The focus group was conducted by the author and 
guided by the work of Krueger and Casey (2014).   
It took place in a private room in the NHS 
Confederation office in London and lasted 90 
minutes. They were open and semi-structured in 
nature, allowing participants to direct the flow of 
conversations as to what was important to their 
own experiences, and creating opportunities for 
conversations between participants. 
The focus groups were recorded and 
transcribed. These transcripts were then coded 
and analysed using thematic analysis by the 
author, in line with the method suggested 
by Braun and Clarke (2006). In this way, key 
themes that were expressed by the focus group 
participants were developed. NVivo 11 software 
was used to aid the analysis.  Ethical approval 
was provided by the University of Surrey board 
for this study.
 17
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WORKSHOP
A workshop is a useful method to stimulate 
discussions in an informal fashion with a group 
of experts representing a diverse background.  I 
designed and organised a workshop to bring 
together HR practitioners, NHS staff, staff from 
NHS Employers and other relevant stakeholders 
to discuss the implications of the key findings in 
relation to HR policies and practice. The workshop 
is used as an important information-gathering 
tool to collect key points from the participants in 
response to the four review questions.  
The workshop participants were contacted 
through NHS Employers and the author’s 
network.   The workshop was attended by 24 
participants with diverse backgrounds.  The 
workshop brought together doctors, nurses, 
sisters, healthcare managers, social workers, 
diversity and equality managers and chaplains in 
the NHS, the Prison Service, inclusion managers 
from the ambulance service, as well as chief 
advisers from the Chartered Institute of Personal 
Development (CIPD) and the people inclusion 
culture department from the university. This 
workshop served as a starting point to stimulate 
conversations in this important yet under 
researched area. The workshop took place at 
the University of Surrey on 1 May 2019.
The workshop featured five presentations 
representing different perspectives from the 
NHS, university and workplace:  
Can the Christian faith help improve the NHS?  
(Dr. Han Bin Xiao)
Muslim healthcare professionals in the NHS  
(Dr. Emma Wiley)
Putting staff networks at the centre of diversity 
and inclusion activity  
(Tony Vickers-Byrne)
Managing, supporting and celebrating faith 
diversity at the University of surrey  
(Jo McCarthy-Holland)
Religious identity in the workplace: a systematic 
review, research agenda, and practical 
implications  
(Dr. Ilka Gleibs and Dr. YingFei Héliot)
There were four roundtable discussions, and each 
was administered four times to respond to each 
of the review questions. The discussions were 
captured on a discussion board which were then 
collected and analysed by the author.  
LIMITATIONS OF THE STUDY
The most significant limitation of the systematic 
review method is that it addresses only papers 
published in English, which may exclude 
important non-English papers.  The limitation 
of the focus group was a single administration 
which may limit how widely the findings could 
be applied outside the NHS.  The main limitation 
of the workshop is the partial link between 
theory and practice, given that it focused more 
on the practice aspect of the NHS policies. 
Furthermore, the analysis did not include 
broader notions of spirituality as these fell 
outside the scope of the review and the focus of 
the project.
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SYSTEMATIC REVIEW FINDINGS
The review uncovered evidence that religious 
identity can both positively and negatively 
impact occupational decisions and behaviours. 
It also found that identity tensions can adversely 
affect psychological wellbeing and work 
outcomes. Furthermore, the review identified 
tensions regarding perceptions of religion 
and judgements about religions or religious 
employees in the NHS (Greenberg, 2001; 
Holloway, 2007). 
It is apparent that several key variables are 
likely to play a role in negotiating religious 
and occupational identities in the workplace. 
These include value-fit (or misfit) between one’s 
religiosity and job-related concerns (empathy 
with clients, clinical decision-making), the 
culture, formal structures, policies, and practices 
of their trust and its role expectations, along with 
individual status in the trust, and the nature of 
the employee’s psychological contract.
Question 1a. In what situations are religious 
and occupational identities compatible? 
In response to question 1a, the systematic 
review points to the role played by the values 
and practices that underpin and inform religious 
identities on the one hand, and those that inform 
occupational identities, and work practices on 
the other. Although there is no definitive picture 
of the relationship between these, there are 
indications that occupational practice may be 
enhanced when these values coincide, which 
raises possibilities for integration, for example in 
fostering empathy in counselling practice. 
More specifically, in situations where an individual’s 
religious identity aligns with job demands, 
individual religious identity aligns with NHS values, 
and therefore in chaplain roles, religious and 
occupational identities are compatible. 
Question 1b. In what situations are religious 
and occupational identities incompatible? 
In response to question 1b, the systematic 
review shows identity disruptions occur when 
meanings important for a person’s self cannot 
be expressed. This freedom of religious 
expression matters especially with minority faith 
groups, or those with perceived incompatible 
ethnic background when religious identity and 
job demands clash, sometimes due to undefined 
boundaries (Greenberg, 2001; Seale, 2010; 
Cook et al., 2011) and fear (McSherry, 2010). 
Such undefined boundaries can pose dilemmas 
for the healthcare professionals as shown 
in Cook et al., (2011) study with psychiatrists. 
Furthermore, incompatibility is greater in 
situations where there is a lack of awareness of 
the importance of faith competency.  
FINDINGS
‘Healthcare professionals are somehow expected to be calm, compassionate and 
caring, but very little is done to enhance and strengthen those natural qualities through 
experiential learning in their training. Paradoxically, these natural qualities may be trained 
out of us! Caring, as well as competence, are the two pillars of good medical practice and 
should be equally emphasised in any education programme.’ (The Janki Foundation for 
Global Healthcare, 2004: 6)
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Question 2. What are the current HR policies 
and practices in place to help manage religious 
identity in the NHS? 
The evidence generated by the systematic 
review shows that current practice is guided by 
law or policy. In 2009, the Department of Health 
produced a document entitled Religion or belief, 
a practical guide for the NHS to support the 
NHS in implementing and complying with the 
requirements of legislation on religion or belief 
and provides general practical guidance around 
the issues relevant for the NHS.  
Furthermore, the General Medical Council (GMC), 
provides religious expression guidelines. The 
guidance that the GMC provides to all doctors 
registered for practice in the UK includes, as 
Poole and Higgo (2011) point out, safeguards that 
prohibit doctors from sharing their beliefs with 
patients in such a way as to exploit vulnerability, 
or cause distress, and also an injunction against 
putting pressure on patients to ‘discuss or 
justify their beliefs’ (p. 24). These are specific 
applications of general principles of good 
professional practice (Cook et al., 2011). 
GMC guidance to doctors states that: 
‘For some patients, acknowledging their 
beliefs, or religious practices may be an 
important aspect of a holistic approach to 
their care. Discussing personal beliefs may, 
when approached sensitively, help you to work 
in partnership with patients to address their 
particular needs. You must respect patients’ 
right to hold religious or other beliefs and should 
take those beliefs into account where they may 
be relevant to treatment options. However, if 
patients do not wish to discuss their personal 
beliefs with you, you must respect their wishes’  
(General Medical Council, 2008, pp. 2–3).
The use of chaplaincy is a formal practice within 
the NHS to help manage religious identity. Eagger, 
Richmond, and Gilbert (2009, p. 202) have stated 
that mental health chaplains take patient referrals, 
conduct spiritual assessments, run support groups 
and build opportunities for pastoral care – all of 
this delivered by a highly motivated workforce, 
but with little, or no, specialised training (Gubi 
& Smart, 2013). Swift (2013) argues that the 
role of the chaplain is changing and that such 
change is creating pressures on the identity 
and performance of the chaplain as a religiously 
authorised healthcare worker. 
Many trusts have a chaplaincy service. For 
example, Tees, Esk and Wear Valleys NHS 
Foundation Trust recruited chaplains to give 
spiritual and religious care and can be Christian, 
Muslim, Hindu or from any faith (TEW, 2019).
Furthermore, the practice of working to create 
a climate of fairness and inclusion in a multi-
faith work environment through an educational 
support programme for staff is another active 
programme effort. 
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Examples of good practice
More specifically, some trusts offer the following 
educational programmes: 
•  The opening spiritual gate course (OSG) is 
developed by the Spiritual Care Group of 
Cheshire & Merseyside Palliative & End of Life 
Care Network. The course content reinforces 
the significance of training for palliative 
care professionals and volunteers in the 
identification of spiritual needs and provision 
of spiritual care (Paal,Leget,  & Goodhead , 
2015). The OSG is effective in the preparation 
of nurses and healthcare practitioners to 
provide patient-led and individualistic spiritual 
care. Supporting patients as they approach 
the end of life entails a skilled workforce. 
Acknowledging that spiritual care is as 
important as physical care, and having the 
skills to address it, is central to ensuring 
that the best holistic care is provided. It was 
suggested that the OSG should be mandatory 
for all hospital staff.  This echoes the taskforce 
of the European Association for Palliative 
Care, which stressed the need for training for 
staff and volunteers to identify spiritual needs 
and provide spiritual care (Paal, Leget, & 
Goodhead 2015, cited in O’Brien et al 2018).  
 
For example, Cheshire & Merseyside Palliative 
& End of Life Care Network and Greater 
Manchester and Cheshire Cancer Network 
chose this programme to increase spiritual 
awareness and improve the confidence of 
staff in assessing and meeting the spiritual 
and religious needs of patients and families. 
These are open to any health professional 
working within the Cheshire & Merseyside 
Palliative & End of Life Care Network or 
Greater Manchester, Lancashire & South 
Cumbria Network.
•  Spiritual eco-maps is a new diagrammatic 
tool for assessing spirituality. They have been 
identified as a potential method of assisting 
professionals in recognising the different 
belief systems and spiritual frameworks which 
may be impacting upon an individual at any 
given time (Hodge, 2000). In relation to the 
current findings, the clinical application of 
such a tool would seek to ensure that unusual 
spiritual phenomena such as end-of-life care 
situations are responded to in a manner which 
is congruent and accepting of the patient’s 
belief system (Hodge & Holtrop, 2002). 
 
In respecting the spiritual autonomy of 
palliative care professionals, spiritual eco-
maps could also be used to anticipate 
situations where a professional may struggle 
to meet the spiritual needs of a patient, for 
example, if the belief systems of the patient 
are in direct conflict with their own. In such 
situations, these self-reflective processes 
would enable palliative teams to ensure 
that patients’ spiritual needs are being met 
by someone who feels comfortable and 
competent in doing so (McDonald, Murray, & 
Atkin 2013).
•  Values in healthcare training was launched in 
2004 based on the ‘spirit’ of an organisation, 
which is a spiritual model of modern health 
care as proposed by a charity called the 
Janki Foundation for Global Health Care. 
This organisation recognised that what was 
required was a cultural change in attitudes in 
the NHS, the medical profession as a whole, 
and other health and social care professions. 
It has been well received in the UK and has 
been adopted by healthcare professionals in 
many countries such as India, Italy, Germany, 
South Africa, Brazil, China and North 
America. Its aim was to integrate the spiritual 
dimension of the ‘whole-person’ medicine 
(Coyte, Gilbert, & Nicholls, 2007) into current 
healthcare provision so they developed a 
flexible modular educational programme of 
personal and team development.
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These are some of the issues that numerous 
NHS spiritual, pastoral and chaplaincy services 
are trying to address by off ering training to all 
levels of healthcare practitioners. For example, 
junior doctors from George Eliot Hospital in 
Warwickshire have been inspired to organise 
training for their colleagues, after reading the 
values in healthcare training programme. This 
information was incorporated into a course 
on wellbeing for junior doctors as well (Janki 
Foundation for Spirituality in Healthcare, 2016). 
At Nottinghamshire Healthcare NHS Trust, the 
spiritual and pastoral care department has 
recently begun off ering a day’s training for 
healthcare staff  entitled Spirituality and religion in 
healthcare (Parkes, Milner & Gilbert, 2010).  
•  VIBES stands for Values, Identity, Belief, Ethical 
and Spiritual network and was initiated in 
Buckinghamshire Healthcare NHS Trust.  The 
network aims to be more inclusive as it relates 
to any world view rather than faith. The VIBES 
network comes together to talk about faith/
belief and to support each other in bringing 
their whole selves to work. It also set out to 
function as a way to help organise and/ or 
review specifi c policies within the trust with 
regards to faith and belief. 
•  Cultural awareness training and a multi-cultural 
handbook are available to staff  at Coventry 
& Warwickshire Partnership Trust, off ering an 
inclusive overview of diverse cultural, ethnic, 
and religious information relevant to the groups 
and diverse individuals who need support 
within the trust. 
•  Spirituality in a clinical setting This training is 
led by chaplaincy and equality, diversity and 
inclusion leads at Coventry and Warwickshire 
Partnership Trust and is well received by staff . 
Case studies and refl ective practice help 
explore religious and spiritual themes in a 
healthcare NHS setting.
•  A simple guide to spiritual assessment is a 
booklet off ering guidance on spiritual and 
religious issues for staff  at Coventry and 
Warwickshire Partnership Trust, and how a 
spiritual assessment can be off ered to service 
users.
•  Spirituality Matters is a group for staff  at 
Coventry and Warwickshire Partnership Trust 
off ering opportunities to discuss issues around 
working with religious/spiritual service users 
and an open forum to discuss their own 
religious/spiritual needs whilst at work.
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Question 3. What can the NHS learn from  
current HR practice in different trusts in  
managing religious identity?
The findings of the systematic review highlight 
the following areas where the NHS can learn 
from current HR practice within different trusts in 
managing religious identity:  
Religious and faith competency training is 
recognised for its important function to support 
staff when facing challenging situations. The 
term ‘religious and faith competency’ are 
used to combine and denote both important 
elements of a formal religion and personal 
beliefs of a spiritual nature.  Mowat ’s (2008) 
report indicates that an integrated approach to 
spiritual care delivery raises questions about the 
spiritual awareness of staff and the impact of 
the approach upon recruitment and education 
policies. 
Whether religious or non-religious, it would 
seem advisable that doctors become more 
aware of how broader sets of values, such 
as those associated with religiosity or a non-
religious outlook, may enter into their decision-
making in end-of-life care (Seale, 2010). It is 
also important to educate people and leaders 
about the subtler aspects of discrimination. 
Generally, there has been a change in our 
society away from overt to more covert 
forms of discrimination and this is a sign of 
progress. However, these more subtle forms of 
discrimination are harder to identify, assess and 
eradicate. 
In practice, it currently is only reflected in 
the religious literacy framework (Dinham, 
2018). This framework has four key elements: 
‘category’, ‘disposition’, ‘knowledge’ and ‘skills’. 
The religious literacy framework talks about ‘a 
degree of general knowledge about at least 
some religious traditions and beliefs and the 
confidence to find out about others’. A common 
complaint is that practitioners know too little 
about the religious and spiritual dimensions 
of service users (Gilligan, 2013; Hodge, 2004, 
2005). The knowledge that is needed includes 
the ‘shape’ of religion, belief and non-belief, and 
where practitioners find themselves in today’s 
organisational cultures. This is referred to as 
‘the real religious landscape’ (Dinham & Shaw, 
2015), and it varies from place to place and time 
to time. It is worth noting the final element of the 
religious literacy framework, ‘skills’. This involves 
connecting an understanding of the challenges 
and needs presented by religion, belief and 
non-belief in professional spaces, to the task 
of translating those findings in to training for 
practice. This should provide practitioners 
with essential skills for encountering the real 
religious landscape. 
For example, the Spiritual and Religious Care 
Capabilities and Competences for Healthcare 
Chaplains is currently being used within NHS 
Education for Scotland (2019). 
Social identity development in the context of a 
multi-faith dialogue, according to Dessel Bolen 
& Shepardson (2011), involves different social 
identity groups who come together to explore 
the socialisation processes involved in social 
identity development, group-based inequalities, 
and social action. Intergroup dialogue methods 
have been shown to result in an increase in 
perspective taking, appreciation of differences, 
a sense of commonality, alliance building, 
bridging differences, decreased stereotypes, 
trust and facilitation of relationships, improved 
communication, and establishing common 
ground (DeTurk, 2006;  Gurin, Nagda, & 
Lopez, 2004; LeBaron & Carstarphen, 1997; 
Nagda, 2006;  Rodenborg & Huynh, 2006). 
For example, Worcestershire Inter-Faith Forum 
(WIFF) came into existence as a response to 
the London bombings of July 2005.  It is part 
of Worcestershire Acute Hospitals NHS Trust. 
The forum offers well-attended courses such as 
Understanding Islam, organises visits to places 
of worship and, most importantly, hosts events 
where people from different faith communities 
could actually meet, talk to each other, eat 
together and tell stories (WIFF, 2019).
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A number of studies found that more training 
aimed at working with clients’ spiritual issues 
would be beneficial for the depth of existential/
spiritual accompaniment that they encounter 
(Gubi &Smart, 2016; Falzer, 2007). This is also 
reflected in the Equality Act 2010 where it states 
to foster good relations between different 
groups, and avoid claims being made against 
your organisation under this Act by fostering a 
culture of inclusion. Encourage managers to take 
the approach that everyone is included and their 
needs respected.
Inclusive leadership within the context of 
religious identity was highlighted by reports 
from Imperial College London (2015) and the 
King’s Fund (2015) and concluded that this is best 
achieved in NHS trusts and organisations where 
the leadership demonstrates that there is a top-
down, board-level commitment to ensuring that 
equality and diversity is an organisational priority. 
Inclusion is also associated with high quality 
healthcare. Therefore it is important to note that 
inclusive leadership is needed at all levels.
Role of social network 
The emergence of more network-based modes 
of organisation is apparent across many public 
services in the UK but has been particularly 
evident in the NHS. Cancer services represent 
an important and early example, where managed 
clinical networks (MCNs) for cancer have 
been established by the NHS as a means of 
streamlining patient pathways and fostering the 
flow of knowledge and good practice between 
the many different professions and organisations 
involved in care. 
There is very little understanding of the 
role of power in public sector networks, 
and in particular MCNs (Addicott & Ferlie, 
2007). McSherry (2010) called for liaison and 
collaboration with partner organisations, such 
as the MCN and other UK government health 
departments, to explore ways to build on 
existing work and advance the area of spirituality 
within nursing and healthcare. What is needed is 
to bring together the right people and provide a 
supportive infrastructure to facilitate exchanges. 
Methods of engaging and involving the different 
stakeholder groups vary according to the 
specific context and pre-existing networks, but 
developing closer working relationships and 
sharing common values is an important step 
in this process (Thomson, Schneider, & Wright 
2013).
For example, The National Spirituality and Mental 
Health Forum offers a network and meetings 
for all those involved in spirituality and mental 
health (Spirituality Forum, 2019). Keeping Health 
in Mind (2019) is a Christian charity offering 
staff at Coventry and Warwickshire Partnership 
Trust a booklet with guidance on mental health 
issues and religious belief. It offers prayers and 
signposts to Christian support within Coventry 
and Warwickshire.  
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Question 4. What should be considered to 
support HR practice and religious identity 
within the NHS?
The findings of the systematic review suggest 
two key areas for consideration:
Establish clear guidance or frameworks on 
religious expression 
The need to establish clear guidance or a 
framework on religious expression was clear 
and strong. Despite a growing focus on 
the spiritual dimension of care, many of the 
nurses feel more guidance and support from 
professional and governing bodies is necessary 
to enable them to engage more meaningfully 
and confidently with spiritual aspects of care 
(McSherry & Ross, 2010). Others call for the 
need to create clearer concepts of spiritual care 
for GPs (Appleby, Wilson, & Swinton,  2018), 
and clearly defined standards that would be 
considered best practice in the provision of 
spiritual and pastoral care to NHS patients, an 
important area of holistic patient care (Saleem, 
Treasaden, & Puri, 2014).
Should such guidance or framework guide 
NHS staff’s behaviour outside the workplace? 
Hambler (2016) shows that organisations should 
be very careful not to penalise the voicing of 
unfashionable religious opinions outside of a 
work context. This was confirmed in Smith v 
Trafford Housing Trust, in which a claim was 
brought by a Christian housing manager who 
had been demoted with a 40 per cent pay cut 
after posting comments on his Facebook site 
apparently critical of the possibility that same-
sex marriages might take place in churches. The 
trust claimed that such posts amounted to gross 
misconduct because they might have damaged 
its reputation (Smith had named the trust as 
his employer on his personal profile) and did 
involve a breach of the code of conduct for staff 
by promoting religious views to co-workers and 
clients.
Given the potential complexity of the issue of 
freedom of religious expression at work, it is 
important to develop clear HR policies to provide 
a framework for managers in responding to 
examples of employee religious expression. For 
those organisations which particularly see the 
value of it, for motivating and retaining good staff 
and for fostering and encouraging workplace 
diversity, such policies will aim to maximise 
opportunities for religious expression. HR should 
do so in an informed way and, to reduce potential 
employment relations problems, they should 
operationalise their approach through a detailed 
examination of its implications for HR policies and 
managerial practices (Hambler, 2016). A good 
example is reflected in the comments by Julie 
Morris, HR director at chaplaincy Coventry and 
Warwickshire Partnership Trust that “HR would 
consult chaplaincy and equality diversity and 
inclusion departments for guidance on meeting 
the spiritual & religious needs of staff”.
Culture-relevant holistic approach
A culture-relevant holistic approach has been 
advocated by a number of studies (Coates 
Gray & Hetherington, 2006; Jaward 2012; 
West, Dawson, & Kaur,  2015).  The emphasis 
is on relationships, communities, spirituality, 
nature and the environment, and real ecological 
sustainability. This holistic approach to the 
vocation of caring sees improvements in service 
effectiveness, staff efficiency, resilience and, 
ultimately, the standard of patient care (Parkes, 
Milner, & Gilbert, 2010). 
At the intersection of each connecting piece 
there is tension and creative synergy.  This 
represents the need to understand our 
environment in spiritual terms, and to respect, 
express and celebrate our connectedness 
(Coates, Gray & Hetherington, 2006).  There is 
evidence that national policies can bring about 
real change in overt discrimination. The NHS 
should also exercise its power to set national 
standards around developing cultures of 
diversity and inclusion for all health and social 
care organisations (West, Dawson, & Kaur, 2015).
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FOCUS GROUP FINDINGS
The focus group was designed to gain rich 
insight into how different occupational groups 
and religious groups interact within NHS HR 
frameworks and illuminate the patterns of the 
systematic reviews in order to help identify 
key issues and gaps. Therefore, the findings 
of the focus groups are presented as themes 
under each key question. A set of example 
representative quotes is included to illustrate 
the development of the themes in responding to 
the four key questions. 
Question 1a. In what situations are religious 
and occupational identities compatible? 
Chaplains with a generic approach to faith 
and spirituality
The focus group results are consistent with the 
findings of the systematic review that job role 
is important in situations where religious and 
occupational identities are compatible. The 
focus group findings reinforce that the specific 
job role of chaplain has more compatibility 
within the NHS.  The findings show interesting 
narratives of how chaplains feel about this 
perceived compatibility.  Being a chaplain entails 
embracing a generic approach to relationship 
development because they do not know what 
faith patients have.
“So being a chaplain and working within the 
NHS is one of the things we do, …when we´re 
going to work we are very generic because we 
see people who have faith and who don´t have 
faith, ---- Yes, we come in contact with a few 
who would bring their religion into play so…, it´s 
been very, very interesting the content.”  
(Participant 1, NHS chaplain, Catholic)
Given it is a generic role there is no need to 
abandon your particular faith.  As a chaplain you 
can opt for the generic approach. 
“It´s generic in a sense that you are never asked 
to temporarily abandon your particular faith 
traditions just for the benefit of some patients. 
So, you´re not a multifaith, interfaith persona. 
You are within your traditions, so you are a 
Christian, Muslim, Hindu, British, whatever 
it might be. But you are able to opt for the 
generic. Everybody has a belief system of some 
sort, how they express it, might be different. 
May be quite strange to you, but that´s not the 
issue. The issue is that you are there for them in 
their particular point of need, so just as the NHS 
provides care at the point of need, that´s where 
we are.”
(Participant 6, NHS chaplain, Christian)
Wellbeing is an interesting element linked 
to being a generic-oriented chaplain.  This 
surfaced as participant 1 which highlighted the 
lack of chaplains, heavy workloads, differences 
between their formal role as a chaplain and their 
own religious identity and lack of wellbeing due 
to limited organisational care: 
“ …on a day to day basis you come into our 
offices at St. Thomas´s and it’s a fire risk 
because there are many…well there are only 
two substantive chaplains, they volunteer… and 
if we come in to work so that we can cover all 
the wards and we have morning briefings every 
day. It´s just not practical, people are moving 
in, people are standing outside in the corridors. 
Just to hold all the meetings. Nobody´s looking 
after us but we look after everyone.” (Participant 
1, NHS chaplain, Catholic)
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A very interesting account of comparison 
was given by a surgeon who later left their 
occupation to become a chaplain. His role as 
a chaplain was extremely compatible with his 
Baihai faith, in stark contrast to the conflict 
experienced as an NHS surgeon: 
“As a chaplain it´s completely different. I bring 
my whole self and it´s wonderful and people and 
patients see it. But as a doctor it was impossible 
almost. I mean yes you´re right as a Baháʼí, I´m 
sure as a Muslim as well, the whole of you is 
dedicated, we are all dedicated to our faith and 
God, but even to mention sometimes the word 
God [laughter] which should be generic…was 
really difficult to mention. (Participant 3, NHS 
doctor/chaplain, Baháʼí)
Self-navigating
Self-navigating developed into a strong theme 
as NHS employees spoke about self-navigating 
to reach compatible states of religious and 
occupational identities.  They do not go and 
challenge the local authority, nor do they make use 
of the HR department. Instead they self-navigate 
by a range of different means.
The exchange of annual leave with different faith 
needs:
“I think I´ve seen some examples of exchange 
of annual leave, over the Christmas period. 
People of particular background saying I can´t 
be on shift on Christmas Eve or Christmas Day 
in return can you cover my… there are plenty of 
examples that I´ve come across when people 
come together in terms of shared perspective, 
and it made their day in many ways.” (Participant 
5, NHS manager, Muslim)
By being open and proactive with people about 
prayer needs:
“… I´ve become more open with people. So, for 
instance if I´m going to a conference I would be 
much more explicit now about wanting a quiet 
space. Because I feel like I need to give people 
the opportunity to plan that in, kind of see the 
best in people. I mean when it happens… I 
suppose all you can do is repeat it back, I think 
we need to break the silence and the isolation.” 
(Participant 4, NHS doctor, Muslim)
Sharing own faith but without an imposed 
approach 
“… I am very, very proud to be a Christian, I´d 
share that with anybody who wants to listen, but 
I do not impose it on any person. So, yeah I do 
bring my whole self because I am that person 
who will respect this person, so I see and I see 
them and I also believe that they bring their 
whole self to me as well.”
(Participant 1, NHS chaplain, Catholic)
Question 1b. In what situations are religious and 
occupational identities incompatible? 
Expected separation between work and religion
This theme was surfaced from the focus group 
data analysis. 
“... I think the other thing is, also like a 
separation… the workplace does actually feel 
quite secular. And so really, I leave my religion at 
home in some senses or I am expected to. And I 
don’t want to.” 
(Participant 4, NHS doctor, Muslim)
This expected separation is sometimes 
perceived by NHS employees and often 
attached to a perceived sense of fear:
“You leave your religion at home. And I think 
from a person’s perspective, when I join the 
workplace… at the back of your mind, you left 
your religion, belief at home. If I had to fast 
during Ramadan, I don’t think I´ve ever said 
to my employer that I´m going to be fasting. 
Because… that fear at the back of your mind, 
thinking well I don’t want my employer to think 
I´m slacking during that month, I´m going to be 
tired or I won´t be able to pull my shift. I think 
there´s that fear if I´m too open, it might actually 
go against me.” 
(Participant 5, NHS manager, Muslim)
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Clash of religion and expected work conduct
One notable theme was clash of religion and 
expected work conduct. This was particularly 
strong in doctors who have salient religious 
identity. For example, difficulties of being Baháʼí 
and an eye surgeon because of the clash of belief 
and workplace expected conduct:
 
“I must say my experience as a consultant… and 
one of the reasons why I left NHS was because 
I think I was not understood, my faith wasn’t 
understood. Faith has a huge bearing on what I 
do. You know, one of the big things for Baháʼí is 
that truthfulness is the foundation of all human 
virtue. This is what Baha’u’llah teaches. So, we 
cannot lie…  it´s a long story, it wasn´t overnight 
but it was various things happening over a 
number of years, where I was standing up for 
the problems, safety issues that the trust was 
having but it was being whitewashed for various 
reasons so I just couldn’t carry on really under 
those circumstances.”
(Participant 3, NHS doctor/chaplain, Baháʼí)
Bullying behaviour at local level
A hidden culture of bullying at local level was 
mentioned by all participants.  They felt this 
hidden aspect was hard to deal with as it is not 
said directly nor recorded anywhere but it is a 
lived experience.
 
“All sorts of little issues are blown up out of all 
proportions and it comes back to you. And, 
that´s what I found over and over again, and 
eventually I left because of those things. So, little 
things that everybody else was doing as well 
in your case would become bigger and bigger. 
You know, sent for the medical director, the chief 
executive and then before you know it a little fly 
has become a massive eagle. Always battling… 
I´m not the only one that heard of hundreds of 
doctors and nurses to which this happened. So, 
there is this hidden culture…it is bullying really.”
(Participant 3, NHS doctor/chaplain, Baháʼí)
Question 2. What are the current HR policies 
and practices in place to help manage religious 
identity in the NHS? 
Dress code 
While dress code is an issue to be highlighted, 
the participants acknowledge that dress code 
policy is better established.  Some issues still 
occur at some local trusts, often related to the 
local leadership and the pace of the change. 
“We audited 33 trusts all around the country 
and we found that 11 had guidance… so we were 
looking at both bare below the elbows and head 
coverings. Eleven have specific guidance on 
bare below the elbows from a faith perspective. 
And the head coverings, there was only one that 
was positive, there were four that touched on it 
and some of which actually said that hijabs were 
banned. So one out of 33.”
(Participant 4, NHS doctor, Muslim)
Among the nine protected characteristics, 
religion is the last thing on the list and the 
changes in the NHS have been slow:
“…it feels to me really, if there is a hierarchy, 
religion is at the bottom of it. So you can look at 
that in terms of staffing, so let’s say, those who 
have equality and diversity roles, they are often 
mixed roles they are sharing with a bit of policy 
and so on. And it´s the last thing on their list, it´s 
not a dedicated role and so it´s the last thing 
they come to do as it slows things to progress. 
I´ve been dismayed at how long it´s taken to 
change the national dress code policy and we 
are still not there …there´s no funding, there´s 
no infrastructure around it. I don’t know about 
political will, that’s a question in my head. But 
also, even at equality forums… there are lots of 
equalities. They do all need to be equal, right?”
(Participant 4, NHS doctor, Muslim)
28 
Religious identity and working in the NHS
Findings
Faith network
A faith network is seen as helpful and 
needed in managing religious identity and 
occupational identity in NHS trusts. 
“I think a faith network would help within 
each trust. We´ve got a BME network that’s 
just been set up and that’s great. We´ve 
got events, speakers come in to talk about 
these issues. It would be really nice to have 
a faith network in each trust and maybe… 
a starting point would be to celebrate the 
various festivals. When I was at the hospital, 
they did stuff about Ramadan, and… it sent 
a really nice message, it was very much 
like you are welcome here. And they would 
translate patient leaflets into Arabic, I think 
they had a lot of Arabs as clients there. It´s 
those little things that make a difference.”
(Participant 4, NHS doctor, Muslim)
Benefit of faith organisation
The benefit and value of faith organisations 
was expressed in the focus group.  This is 
perceived to have a positive effect on making 
the NHS a better place. 
“What the NHS is missing and all of the 
gaps right now within the NHS…or many of 
them I think could be filled by encouraging 
faith organisations to express themselves. 
We´ve got a serious shortage of staff… 
a lot of faith organisations are used to 
working in a voluntary fashion. We´re 
really struggling with morale. We´re really 
struggling with burnout. I think the values 
that faith organisations could bring are 
amazing to the NHS. We are a more diverse 
workforce than we´ve been in the past and 
I think faith organisations get diversity, they 
get embracing diversity and they have 
long traditions of doing that. There´s just 
so many things that if faith was invited into 
the conversation instead of being pushed 
out I think the NHS would be a much better 
place.”
(Participant 4, NHS doctor, Muslim)
Educational programme 
The findings of the focus group show a 
lack of relevant educational programmes 
to support managing religious identity in 
the NHS.  This is a gap within the NHS that 
potentially causes incongruence. 
“We´ve had an explosion in diversity that 
medical education hasn’t caught up with 
it. So, I think that’s what´s driving the 
incongruence, a lack of awareness and then 
it´s not part of the culture.”
(Participant 4, NHS doctor, Muslim)
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Question 3. What can the NHS learn from 
current HR practice in trusts in managing 
religious identity?
Senior support leads to flourishing at work
Senior support at a local level is an 
important motivator for junior NHS staff to 
flourish at work.  This highlights the critical 
role local leaders have in any NHS trust, 
and their style of leadership is a deciding 
function in whether staff thrive at work.
“… When my educational supervisor got 
copied in, I think it was perhaps to support 
the people who were saying not to. But 
actually she then came to me and said next 
time something like that happens, just come 
straight to me. And I actually nominated 
her for an award because, this person is 
amazing. You know, this is so rare and I 
wasn´t expecting it. And it´s strange in a 
way that´s amazing, I´d like that to be the 
norm, people would consider other people…
And so, I had an amazing consultant who 
said to me I´m quite jealous of your prayers 
I´d like to kind of meditate at work. And that 
same consultant I grew under immensely, 
I´ve worked with him for two years, and I 
grew as a whole person, like I grew as a 
trainee, I became better at the job. I grew in 
every way. And that´s what happens, when 
you have that kind of holistic approach.”
(Participant 4, NHS doctor, Muslim)
Experiences vary by trust
A notable theme, varying experiences 
between trusts is perceived as a frustrating 
factor for the NHS employees. There is a 
desire to have consistent practice across all 
trusts. 
“The experience is completely different 
depending on which trust, which hospital 
and which department you work in 
because even the departments within one 
hospital could be completely different… 
depending on the take of the head of the 
department…”
(Participant 3, NHS doctor/chaplain, Baháʼí)
The use ‘guidelines’ is not the same 
as something being mandatory, hence 
differences between trusts.
“You have this word guidelines. Guidelines 
for guidelines, so, you have to examine 
guidelines that are given on any subject 
and determine whether it´s the right thing 
to move on to a mandatory requirement…
It’s a mandatory requirement to allow time 
to pray, time to take your religious duties... 
But if it´s only enshrined in a guideline, 
policy goes all the way back to the NHS 
in terms of guidelines. You are in a muddy, 
muddy world of guidelines. You are not in 
a mandatory requirement. And I think that 
differentiation needs to be examined.”
(Participant 6, NHS chaplain, Christian)
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Question 4. What should be considered to 
support HR practice and religious identity 
within the NHS?
In need of faith competency 
This theme, in need of faith competency, is 
by far one of the strongest findings as was 
mentioned by all participants frequently during 
the focus group discussions. This strong need 
of faith competency also is a reflection of the 
current absence of faith competency within 
NHS trusts.  This requires much attention and 
consideration to support HR practice and 
religious identity within the NHS. 
“And I think… suddenly medicine is clinical, 
clinical, clinical. But actually, we don’t really 
do the whole person bit, in general that has 
the wellbeing of our workforce. And maybe 
some of it is apprehension as well, not quite 
knowing how to open Pandora´s box. I think it´s 
multifactorial. Maybe a lack of understanding, if 
that´s not something that’s personally affected.”
(Participant 4, NHS doctor, Muslim)
“I think it´s been about the realisation that it´s 
not just about physical but also emotional, 
mental health, spiritual, religious… Growing 
awareness about that could really play in staff 
wellbeing. I think more needs to be done. I think 
there is a lot more awareness around that now” 
(Participant 5, NHS manager, Muslim)
For example, ignorance in knowing what are 
allowable religious practices within working 
times:
“This raises the issue particularly, what is 
allowed as practice within working time. I mean 
this would affect every single religious group. 
Like, Muslims you pray five times a day, mostly 
everybody knows this is the norm. But they 
don’t know about your requirement to go to 
the Bishop three times a year. And then a lot 
of them won´t understand why this is, so you 
have an enormous amount of ignorance within 
the system. And if it´s pay, yes it kind of gets 
attention but if they can get around it and ignore 
it, that seems to be the normal practice.”
(Participant 6, NHS chaplain, Christian)
Promote a respectful culture
There is a desire to promote a respectful culture 
given that the workplace is mostly secular. In 
some trusts there is a feeling of disrespect, 
which can be detrimental to the wellbeing and 
motivation of the NHS employees. 
“The workplace does actually feel quite secular. 
And so really, I leave my religion at home in 
some senses or I am expected to. And I don’t 
want to. I think there is so much that´s amazing 
to draw upon in faith traditions. I think there are 
so many positives that faith, individuals of faith 
and organisations of faith could bring to the 
NHS and I would love it if there was a space 
where that could be recognised, just as every 
other bit of diversity, or as any other skill set 
could be recognised.”
(Participant 4, NHS doctor, Muslim)
Seniority matters 
Seniority was raised as it matters for junior 
doctors.  They see medical doctors and 
consultants as more important messengers to 
show care about religious accommodation. 
“Do you invite line managers, cause I’m thinking 
about how hierarchical medicine is. So, if my 
consultant said oh, there´s a Ramadan thing you 
can go, that would make a huge difference, as 
opposed to an email where it´s something that 
the chaplaincy is doing if it actually came via 
medical directors and consultants or matrons 
etc. …I think that would make a difference.”
(Participant 4, NHS doctor, Muslim)
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The lack of representation of junior doctors with 
faith indicates there is a lack of an inclusive 
approach. 
“I suppose people have a difficult time, so if for 
instance, not necessarily enough representation 
at senior levels results in policies that don’t have 
the kind of inclusive approach, And I think that´s 
something that needs to be tackled and I don’t 
think it´s yet on people´s radars.”
(Participant 4, NHS doctor, Muslim)
Shared common moral values
It was apparent that the feeling and the 
experience of inconsistence and lack of moral 
values are detrimental 
“I think when you´re working as part of teams 
and you´ve got strong moral settings and how 
things should be done, openness, transparency. 
I think that could be a real challenge to people. 
You often see a lot of values being put up in an 
organisation etc. And we continuously hear that 
NHS is values based etc. And if you believe in 
those values, coupled with a strong faith it can 
be a real challenge when you see the rest of 
the team not necessarily behaving in line with 
those values. Which could leave you with real 
challenging predicaments.”
(Participant 5, NHS manager, Muslim)
Establish guidance on faith in all trusts
There is a clear need to establish guidance on faith 
in all trusts because this is not currently the case in 
all trusts. 
“The Equality Act drives senior NHS executives 
to have all these policies and that turns into 
guidelines. It doesn’t turn out all the time into 
mandatory, it´s mandatory that you follow this 
fire, health and safety procedure, mandatory that 
you follow certain clinical risk procedures and it´s 
mandatory that you follow these day texts, policies 
to check if something or wrong.”
(Participant 6, NHS chaplain, Christian)
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WORKSHOP FINDINGS
Workshop discussions offered more practical 
examples to address the four key questions.  
These key points are summarised below. 
Q1 a) In what situations are religious and 
occupational identities compatible? 
Compassion is key for the healthcare 
professional such as the nursing profession 
which is perceived as an act of mercy.  These 
identities are seen more compatible when 
individual values (e.g. compassion, human 
dignity, respect) and organisational values (e.g. 
compassion, dignity) are aligned together with 
job role (e.g. nurse).  
Inclusive culture and leadership at a local 
level plays a key role in fostering an inclusive 
environment to allow these identities to become 
compatible. For example, local trust leaders 
who show care to introduce particular religions, 
addressing when holidays collide with work 
needs, and promote an enhanced degree of 
flexibility with religious identities. These actions 
send positive messages to NHS employees 
and contribute to the compatibility of religious 
and occupational identities in the workplace.  
Compatibility should be within ourselves but also 
between and among people in the workplace. 
When dress codes are addressed and 
respected (e.g. women: hijab; men: turban) in the 
workplace, individuals reach a compatible state 
of their religious and occupational identities. 
Q 1 b) In what situations are religious and 
occupational identities incompatible? 
The workshops identified situations with 
incompatible identities in carrying out job 
demands including a Christian Scientist and 
Jehovah’s Witness and the blood transfusion 
process, Catholic nurses not allowed to opt 
out of abortions, and a religious junior doctor 
declining to see patients of the opposite gender. 
Also in situations when religious accommodation 
are disrespected or rejected due to work 
demands, such as praying during working hours, 
and requesting leave for religious festivals.
Q2. What are the current HR policies and 
practices in place to help manage religious 
identity in the NHS? 
The participants are aware of NHS Employers 
policy, RCN spirituality/end of life care, national 
bodies such as GMC and their views on religious 
expression and bullying and harassment.  
The need to include a wider context such as 
spirituality was highlighted. Faith networks 
currently exist in a few trusts and there is a need 
to support self-initiated faith networks and allow 
more to be developed cross all trusts. 
Policies such as equality and diversity, dignity at 
work policy, dress code policy and chaplaincy 
service are in place and acknowledged. 
Chaplains’ guidelines are in place. Chaplain 
support is the only official support in managing 
religious identity in the NHS.  The workload and 
wellbeing of the chaplains were highlighted. 
The existence of a multi-faith room was at the 
centre of the debate on lack of space issues and 
the time clash between multi-faith groups. 
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Q3 What can the NHS learn from current HR 
practice between different trusts in managing 
religious identity?
Consistency in frameworks or policies and 
practice across the NHS. 
Generic ethical values, for example, the UN 
declaration on Human Rights as standard.
Taking hierarchy into account. Clarity on who 
sets the standards.  There is a need for proactive 
leaders, allies, champions of diversity and 
inclusion. 
The role of HR needs to be understood.  
Currently there is a negative feeling towards HR, 
as the point of using HR is misunderstood. Also 
there is a fear to go to HR.  Questions raised 
are ‘what are the consequences of using HR?’ 
‘What would happen to me if I go to HR?’ ‘Isn’t it 
only when things go wrong you talk to HR?’ ‘Is 
HR doing anything with religious identity?’ This 
needs to be addressed as it can be detrimental 
in any implementation of the HR policies and 
communications.  
Q4 What should be considered to support HR 
practice and religious identity within the NHS?
•  National centre of excellence – share good 
ideas.
•  Collaboration experts/chaplaincy.
•  Diversity within HR teams.
•  Simple policy in language that everyone can 
access and understand.
•  Include induction and mandatory training on 
religious and faith competency. 
•  The use of professional bodies and research.
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COMMON THEMES OF THE SYSTEMATIC REVIEW, FOCUS 
GROUP AND WORKSHOP
Identity and compatibility. In situations 
where religious identity aligns with job 
demands and religious identity aligns with 
organisational values such as compassion, 
individuals are able to self-navigate. For 
example, in job roles such as chaplains 
with generic religious, faith and spirituality 
approaches, where Muslim chaplains may 
be willing to offer consultation to Christian 
staff, staff are able to separate their work 
self and the religious self, hence religious 
identity and occupational identity are 
compatible.  
Identity and incompatibility. In situations 
where religious identity and job demands 
clash, the probability for conflict increases. 
For example, a lack of awareness and 
faith competency; greater tensions 
between religion and belief and protected 
characteristics (e.g. age, gender, race); 
elevated tensions between new religions 
and faith in the room (e.g. staff hold 
different religions in the same working 
unit); and greater degrees of challenge 
between religion and culture, Hence, an 
environment in which religious identity and 
occupational identity are incompatible. 
For example, to what extent can the NHS 
work with those staff whose religion asks 
that they evangelise and encourage others 
to join that religion?  There have been 
cases in some trusts where staff members 
have been intimidated by more ‘zealous’ 
members of staff who feel they must share 
their faith. 
  
Current policies and practices. Current 
policies and practices in some trusts 
contribute to the creation of a climate 
of fairness, inclusion and compassion. 
Examples of progressive practices include 
offering educational support programmes 
(e.g. training, one-off courses, supporting 
resources); clear guidance and policy at 
the NHS-local and national levels on such 
topics as dress code and the duties and 
roles of the chaplaincy department, and 
informal faith and staff networking, such as 
promoting activities that benefit an external 
faith organisation. 
What policies and practices can the NHS 
learn from? The NHS will benefit from 
religious and faith competency training (e.g. 
cultivating closer and greater awareness 
and social identity development); inclusive 
leadership at all levels within the context 
of religious identity (e.g. senior support 
leads to flourishing at work); consistency 
in policy and practice (e.g. varying 
experiences between trusts and structures); 
understanding within HR the of the role 
of religion and faith (e.g. the need to 
address religion in the context of protected 
characteristics), and the role of the social 
network (e.g. faith network).
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A future research agenda for the NHS
This current research is a small- 
scale effort and it’s recommended 
that more comprehensive studies 
are undertaken in the future on the 
following areas: 
Understanding religious and non-
religious groups.  There is a need 
to better understand religious, non-
religious, minority faith group and non-
belief groups within the NHS.  Note 
the changing norms in society, with 53 
per cent of the general population in 
the UK not identifying with a specific 
faith (non-religious), and higher rates 
amongst the British youth (71 per cent 
of 18-25 year olds, Natcen, 2017).  
Future research need to focus on 
these groups within the NHS to offer 
a fuller picture of how they interact 
and function within the NHS and the 
implications for NHS policies and 
practice.  For example, how do these 
trends influence the role and duties 
of chaplains? What is the value of 
chaplaincy in the evolving culture? 
What are the implications for those 
who embrace a theistic belief system 
relating to a belief in higher power or 
God, and members with belief systems 
that do not embrace a higher power, 
and how does it affect their work 
behaviour within the NHS? 
Inclusive leadership and bullying 
behaviour at  
local level.  
Inclusive leadership is of critical 
importance within the NHS. Future 
studies should focus on what and 
how inclusive leadership has been 
practiced and supported at local level.  
What are the bullying behaviours at 
local level? Current studies address 
this point but a more complete 
analysis requires large-scale studies to 
offer fuller insight. 
A multi-level approach at national 
level. 
In order to engage effectively with the 
issues outlined above, it is important 
to be mindful of how religion and 
religious identity relate to workplace 
behaviour, particularly for the NHS 
with a diverse workforce.  Therefore, 
future studies should involve a 
national and multi-level approach i.e. 
individual, group and organisation.  
The findings of such studies will offer 
a fuller picture and more nuanced 
insight into the issues. 
Implement both qualitative and 
quantitative studies. The use of 
qualitative and quantitative studies is 
essential to address the above issues.  
A FUTURE RESEARCH 
AGENDA FOR THE NHS
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There is a clear and compelling need to foster a more 
inclusive and respectful NHS culture consistently across 
all trusts. Careful management of religious identity in the 
workplace entails being informed by the law, fostering a 
respectful culture that resists favouring one religion while 
accepting the right to religious expression in the workplace 
(Héliot et al., 2019), and addressing conflict between 
personal and organisational values.  This is of critical 
importance in promoting the psychological safety that the 
organisation should provide to all its members, which is 
a key factor in workforce wellbeing and effectiveness.  At 
the end of the day we all want to work in a psychologically 
safe environment, we all want to thrive and flourish in the 
workplace, we all spend more than half of our lifetimes in 
the workplace, we all have a duty to contribute, whether 
large or small, to a psychologically safe, meaningful and 
purposeful workplace.
 
CONCLUSION
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